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REKTOÜRETRAL FISTÜL TEDAVISINDE YORK MASON TEKNIĞI: OLGU SUNUMU
ÖZET
Rektoüretral fistüller nadir görülür, ve kazanılmış veya konjenital olarak 
sınıflandırılabilirler. Kazanılmış rektoüretral fistüller; cerrahi komplikas-
yonlar, pelvik radyasyon veya ablatif tedaviler, travma, kronik enfeksiyon 
ya da malignite sonucu karşımıza çıkmaktadır. İmperfore anüs çocuklarda 
nispeten daha sık görülen konjenital bir anomalidir. Yaklaşık her 5000 canlı 
doğumda bir görülür. Diğer konjenital anomaliler ile birliktelik gösterebilir. 
Bu raporda imperfore anüs nedeniyle birçok operasyon geçirmiş hastada 
gelişen rektoüretral fistülün York Mason tekniği ile onarımı sunulmuştur.
Anahtar sözcükler: Rektoüretral fistül, İmperfore anüs, York Mason tekniği
ABSTRACT
Rectourethral fistulas (RUFs) are uncommon, and they can be classified as 
congenital or acquired. Acquired RUFs result from surgical complications, 
pelvic irradiation or ablative treatments, trauma, chronic infection, or 
malignancy. Imperforate anus is a relatively common form of congenital 
anomaly in children. It occurs approximately one in every 5000 live births. 
It may be complicated by other congenital anomalies. We report a case of 
rectourethral fistula due to operations for imperforate anus and treated by 
the York Mason technique.
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Introduction
Fistulas of the urinary tract are caused by an abnormal 
communication between two epithelium-lined organs 
or vessels which are not usually in contact. They are as-
sociated with substantial physical and also psychologic 
distress. Several operative techniques/approaches have 
been proposed over the years, including the York-Mason 
approach, a transrectal, transsphinteric procedure offer-
ing a high success rate with low morbidity (1-2). We report 
a case of rectourethral fistula (RUF) treated by the York 
Mason technique.
Report of a case
A 19-year-old male patient was referred to our hospital 
with the diagnoses of RUF and anal incontinence. As a 
newborn, he had undergone numerous operations for 
Figure 1. MRI-T2 fat-sat sagittal image shows the rectourethral 
fistula tract (arrow).
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imperforate anus. The symptoms (fecaluria and/or urine 
discharge from the anus) appeared after the operations 
performed for imperforated anus. In 2011, a colostomy 
was fashioned at another center for anal incontinence.
Proctologic examination revealed a patulous anus. Anal 
manometric study revealed low resting (RP) and squeeze 
pressures (SP), (RP:39 and SP: 95 cmH20). Pelvic contrast 
magnetic resonance imaging (MRI) also demonstrated the 
RUF (Figure 1). After preoperative preparations and consul-
tations, the patient was operated on. RUF repair by the York 
Mason technique was performed. In prone jack-knife posi-
tion, a parasacral/parasagittal approach was used (Figure 2A). 
The incision passed through the subcutaneous tissue until 
reaching the gluteus maximus muscle at its caudal end, the 
levator ani, and the external sphincter. Matched paired 3–0 
polyglactin sutures were placed in the anal sphincter mus-
cles before they were carefully incised. The placement of the 
matched sutures guarantees adequate reconstruction of the 
anus. The posterior wall of the inferior rectum was exposed 
and sectioned longitudinally to expose the anterior rectal 
wall (Figure 2B). At this point, the orifice of the fistulous tract 
was visualized (Figure 2C). We then proceeded to resect the 
fistula tract and the surrounding inflammatory tissue with 
blunt and sharp dissection (Figure 3). The urethral defect was 
sutured with a single-layer of interrupted 4-0 polyglactin su-
ture. Anterior rectal wall was then closed in single-layer of 
interrupted 2–0 polyglactin suture. The posterior rectal wall 
was closed with a continuous 2–0 polyglactin suture. Finally, 
the paired sutures placed at the beginning of the procedure 
were tied, thus allowing precise re-alignment of the muscle 
structures sectioned during access (internal sphincter, exter-
nal sphincter, and levator ani). Sphincteroplasty with over-
lapping sphincter repairs were added. A subfascial drain was 
left in the subcutaneous layer and the skin was closed with 
polyprolene sutures and staples (Figure 4). A silicon urinary 
catheter was placed through the urethra into the bladder, 
and left in place for 8 weeks.
Pathologic examination revealed the fistulous tract with 
uroepithelium and fibromuscular tissue. The postopera-
tive course was uneventful. Wound healing was perfect. 
His next hospitalization was planned 3-4 months later 
for the evaluation of anal continence, fistula healing, and 
possible colostomy closure.
Figure 2. Parasacral/parasagittal approach (A). Intraoperative view 
demonstrating parasacral exposure of the anorectum and the fistula (B). 
Rectourethral fistula (C).
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Surgery for Rectourethral Fistula
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Discussion
Injury to the urethra and to the sphincters are the two 
most dangerous complications of perineal procedures per-
formed for imperforate anus in the neonate. The RUF per-
sisting after a perineal procedure could be either iatrogenic 
or congenital that the surgeon has failed to recognize and 
close at the time of surgery. In low anorectal malformation 
(ARM) the fistula is mostly absent; thus, a fistula presenting 
after anoplasty for low ARM is likely be an iatrogenic one. In 
our case, symptoms of RUF started after the operations for 
imperforated anus. Accordingly, it was assumed to be iatro-
genic following surgery for anorectal malformation.
The presence of a RUF may be suspected when clinical signs 
and symptoms, such as urinary tract infections, fecaluria, 
hematuria, fever, nausea or vomiting, or even peritonitis 
and sepsis, emerge. Although the diagnosis of RUF can rely 
on clinical history and physical examination, the correct lo-
calization of the fistula tract may be difficult. Radiological 
and/or endoscopic methods, such as tomography, mag-
netic resonance imaging, urinary and retrograde urethro-
cystography, opaque enema, cystoscopy and/or rectosig-
moidoscopy are usually necessary. The use of cystoscopy is 
essential in view of its high sensitivity (80 – 100%) (3). In our 
case, the localization of the fistula tract, and the relations 
between the rectum and urethra was confirmed by mag-
netic resonance imaging and cystoscopy.
Operative repair is the best treatment because conserva-
tive management with catheter drainage, bowel rest, and 
intravenous alimentation is usually ineffective (4,5). Some 
favorable results have been reported with the application 
of fibrin glue, endoscopic suturing, or fulguration of the 
fistulous tract, but reported experience is very limited 
(6). The surgical objectives in the management of the fis-
tula are permanent separation of the urinary and fecal 
streams, prevention of urethral injury, and preservation of 
urinary and fecal continence.
In addition to the technical aspects of the fistula repair, 
it is extremely important to understand the role of fe-
cal and urinary diversion in the management of RUF. 
Successful repair of the fistula without a colostomy has 
been achieved by various investigators (7-10) who feel 
that a colostomy is necessary only in selected patients 
with a large defect, poor general condition, extensive 
trauma, or in hopeless cases. However, the majority of 
the available reports (11-15) favors that a double diver-
sion (suprapubic and colostomy) is virtually mandatory 
for maximizing the chances for successful fistula repair. 
In our patient, colostomy was already present, and it will 
probably support successful healing.
Many techniques has been described for the treatment 
of RUF like transanal, perineal, abdominoperineal, per-
ineal transsphincteric, or posterior sagittal pararec-
tal approaches (3). The York Mason technique clearly 
combines the principles and features of its predeces-
sor in an attempt to fulfill the objectives of permanent 
separation of the urinary and fecal streams, avoiding 
urethral injury, and preserving urinary and fecal conti-
nence. This approach facilitates maintaining a plane of 
dissection close to the rectal wall, thus, avoiding injury 
to the pelvic nerve plexus or urethra. The York-Mason 
technique, as exemplified in this report, provides per-
fect exposure of the RUF and a reliable suture repair. 
However, the parasacral approach and dissection re-
quire special expertise and experience in pelvic/per-
ineal surgery.
On the basis of small number of cases, one cannot claim 
a standard technique for RUF. The treatment of fistula is 
very much individualized, and it depends on the cause, 
experience, and associated problems such as anal or ure-
thral stricture. A protective colostomy may be useful for 
successful repair.
Figure 3. The fistula tract
Figure 4. Postoperative view following reconstruction of the anorectum
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